Introduction: We aim to explore the perceptions about quality of life and its relationship with general and oral health of adults suffering from Xerostomia Methods: A qualitative and exploratory study was conducted from an ethnographic perspective. 22 semi-structured in-depth interviews and one focus group were carried out. Patients were contacted through different institutions and by means of snowball sampling. Furthermore, socio-demographic information was collected and a content narrative analysis was conducted identifying significant text fragments and generating codes and categories.
Introduction
Saliva is a fluid involved in basic functions such as swallowing, tasting, phonation and speech (Ibáñez, López, & Piña, 2009; Loyo Molina, Balda Zavarce, González Blanco, Solórzano Peláez, & González, 1999) . As an essential component for the maintenance of oral health (OH) (Kaluzny, Wierzbicka, Nogala, Milecki, & Kopec, 2014; Loyo Molina et al., 1999) , it contributes to microbial control of the oral cavity. Saliva secretion is influenced by factors such as age, sex, size of the glands, emotionality, degree of hydration and habits (Kaluzny et al., 2014; Loyo Molina et al., 1999) . Dry mouth is caused by a poor flow of saliva. Since draught irritates the soft tissues in the mouth, it can create inflammation making individuals are more susceptible to infection (Loyo Molina et al., 1999) . Hyposalivation in most cases takes place silently and symptoms are not perceived until this situation is advanced. This is the time at which the Xerostomia appears as the subjective perception of dry mouth. Patients with Xerostomia may have difficulty speaking, eating and swallowing. Some patients complain of halitosis, chronic burning sensation, altered taste and intolerance to spicy food (Anil et al., 2016; Bascones et al., 2007; Kaluzny et al., 2014) . In general terms, the quality of life of patients with Xerostomia could be affected (Bascones et al., 2007; Enoki et al., 2014; Ikebe et al., 2007) .
people, there are studies that found a prevalence of this symptom in people under 20 years of age (Bascones et al., 2007) . This condition is observed in greater proportion in females (Benn, Broadbent, & Thomson, 2015; Lee, Lee, Kim, & Kho, 2014) , mainly due to hormonal changes associated with pregnancy or menopause (Bascones et al., 2007) . In general terms, according to different studies, the prevalence of Xerostomia is variable depending on the type of study, target population and other factors analysed conjointly (Al-Dwairi & Lynch, 2014; Benn et al., 2014; Hahnel, Schwarz, Zeman, Schafer, & Behr, 2014; Lee et al., 2014; Liu, Dion, Jurasic, Gibson, & Jones, 2012 ).
An important number of related studies has focused on analyzing the prevalence of Xerostomia and its related factors (Lee et al., 2014) . They were mainly conducted in elders through epidemiological research (Al-Dwairi & Lynch, 2014; Hahnel et al., 2014; Liu et al., 2012) . Since the basis of the treatment for this condition is palliative, other studies have focused on assessing the more effective therapeutic mechanisms for patients (Ami & Wolff, 2010; Chapa, Garza, Garza, & Martínez, 2012; Coimbra, 2009; Oh, Lee, Kim, & Kho, 2008; Strietzel et al., 2007) . As a consequence, it is important to pay attention to the opinions and perceptions of patients about this disease as well as some social and individual factors that could be determinant.
The study of quality of life and its relationship to health involves both the subjective perception of the individual life conditions and personal satisfaction as well as the determinants that impact on the physical, mental and psychosocial health situation (Misrachi & Espinoza, 2005) . The majority of studies assessing health-related quality of life have included epidemiological instruments that measure physical and emotional health and the ability to perform usual activities (Misrachi & Espinoza, 2005) . In case of oral health-related quality of life, other surveys measure pain, functional limitations and psychological, emotional and social disabilities associated with the mouth (Allen, 2003) .
In case of patients suffering from Xerostomia, studies aimed to characterize the effect of oral health on quality of life and relationships among self-reported oral health, systemic health and objective clinical measures of health in different kinds of patients with systemic (e.g. Sjögren syndrome) or specific local conditions (Enoki et al., 2014; Hahnel et al., 2014; Ikebe et al., 2007; C. M. Stewart, Berg, Cha, & Reeves, 2008) . Nevertheless, qualitative research on this topic is scarce. This kind of research could be considered as an opportunity for addressing future challenges in dentistry (Masood, Masood, & Newton, 2010; K. Stewart, Gill, Chadwick, & Treasure, 2008) , by studying the social construction of the illness, the characteristics related with quality of life and to describe the determinants of health inequalities in individuals suffering this disease.
In this context, we aim to explore the perceptions on quality of life and its relationship with general and oral health in adults suffering from Xerostomia.
Methods

Study Design and Participants
A qualitative, descriptive and comprehensive study was conducted, following an ethnographic perspective and by means of in-depth interviews (ID). This approach pretends to reveal the meanings of patient's speeches in day-to-day social contexts and to interpret them within a cultural system. The sample design for the IDs was theoretical, meaning that a variety of participants were selected who could provide insights from different perspectives about the research question. The final sample was 22 people, and defined by saturation of information, when the non-contribution of new data relating to the study aims was observed. Participation criteria were considered voluntary in patients suffering from Xerostomia, older than 18 years of age and able to adequately answer the interview. The eligibility of participants was based on criteria for diagnosis of Xerostomia previously established in the literature (Villa, Connell, & Abati, 2015) .
Data Collection
Fieldwork took place in Medellín (Colombia) between December 2013 and August 2014. Researchers contacted individuals through different strategies: Organizations that offer support to patients with Xerostomia and other conditions (Rheumatism), Patients attending the Faculty of Dentistry at University of Antioquia, and by using the snowball method.
A semi-structured script was used and the topics were based on previous scientific and grey literature about quality of life (Misrachi & Espinoza, 2005) . The interviewer went into great depth about the important contents in terms of the study aims and, through free discussion allowed new analysis categories to emerge. The issues tackled are shown in Table 1 . Sociodemographic information was gathered about age, sex, socioeconomic stratification (according to the neighborhood of residence), marital status, social security (health), education and occupation. A general demographic overview of the participants is presented in Socioeconomic status*
Low 6
Middle 15
High 1
Marital status
Single 6 Married 7
Marital union 2 Widow 4
Divorced 3 Social security in health (insurance regime)**
Subsidized 2
Contributory 17 Prepaid health care 1
Special insurance 2
Education
<= Primary 4
Secondary 8
University 10
Occupation Housewife 11
University professor 1 Musician 1
Retired 9
Total 22 * According to the neighborhood of residence ** The health system in Colombia is constituted two insurance schemes that aim to cover the entire population: the contributory regime (RC), which serves people with payment capacity (formal workers) and the subsidized regime (RS) for people in a state of social vulnerability. Prepaid health care is a special type of insurance with additional benefits for RC. Special insurance is constituted for people in armed forces and certain types of public enterprises (education, oil companies, etc.) At the end of the fieldwork, a focus group of 10 participants previously in-depth interviewed was organized in order to share their experiences about the disease which served as guarantee of the saturation of the information collected in the interviews. In addition, the research team prepared an educative conference about preventive and health promotion strategies for Xerostomia as a strategy of social return for these participants.
Data Analysis
An initial data reading was carried out in order to check the quality of the transcriptions. Narrative content analysis was conducted identifying significant pieces of text and trends of information found in the participants' discourse. Initially, manual analysis was performed. Subsequently, transcribed data were imported into the qualitative analysis software Atlas.Ti 6.0. The text fragments were labelled in codes and then grouped into categories. Initial and emerging analysis categories were developed by means of a conceptual framework summarizing the information collected.
Data analysis were conducted by four of the authors (KR, KV, AM, DZ), who examined and compared their analyses, and was supervised for the other two members of the research team (AP, AA). The extracts of the discourses in the text were chosen from their representativeness and are presented using a label indicating the source of data.
Ethics
Since participation was voluntary all respondents gave written informed consent. Confidentiality is guaranteed. This study was conducted in accordance with International and Colombian regulations. Ethical Committee at the Faculty of Dentistry at University of Antioquia approved the study (Act Nº 2-2016).
Results
Figure 1 shows Conceptual framework followed for the analysis of the interviews (topic, categories, and codes). After their analysis, five main categories emerged from participants' discourses. These categories are derived from one main topic: Determinants of quality of life, general and oral health in patients affected by Xerostomia. Additionally, a cross category called future expectations was obtained. The categories are discussed as follows:
Knowledge about Health and Xerostomia
When asked about general health, most respondents expressed to have clear knowledge and awareness of diseases affecting them, mainly because of the information obtained by health professionals who care for them and their experience with the disease (Table 3: 1a) .
With respect to oral health and Xerostomia, most of the respondents agree that they are aware they have a dry mouth and this condition is confirmed by health professionals. Interviewees know their characteristics, consequences and determinants. However, other group of respondents expressed ignorance about the causes of the disease (Table 3: 1b, 1c).
Determinants of Health Services Accessibility
An attitude of complacency or adaptation to services used was expressed in many participants interviewed. This situation is explained because although these services are not the best and many obstacles and barriers to access health care are present, they related not have another alternative and so they need to accept the conditions imposed by the health system (Table 3 : 2a, 2b, 2c).
Based on poor attention and opportunity in attention, misdiagnosis and misguided treatments, difficulties obtaining medications and little information given to patients, another point of discontent may be noted (Table 3: 2d, 2e, 2f). In contrast, a much smaller group of respondents expressed their contentment with the care received. This situation responds to health insurance companies that provide broader benefits to patients who received adequate treatments (Table 3 : 2g, 2h).
Another important common aspect among the majority of respondents was related to access to medication for the treatment of dry mouth: Pilocarpine, Salagen and other medicines. In order to have access to them they had to impose legal resources (Table 3: 2i) . Figure 1 . Conceptual framework followed for the analysis of the interviews.
DETERMINANTS OF QUALITY OF LIFE, GENERAL AND ORAL HEALTH IN PATIENTS AFFECTED BY XEROSTOMIA
Definitions and Self-Perceptions about Quality of Life, Health and Oral Health
Participants expressed several definitions about quality of life (QL). This concept is related to wellbeing and carrying out the daily activities normally. It is also expressed as the enjoyment of the various aspects considered as important in life. The role of family and interpersonal relationships as fundamental pillars for proper QL was also recognized. Health-related quality of life (HQL) is perceived as the absence of disease and no signs of pain (Table 3 : 3a, 3b, 3c).
Throughout the interviews the participants made a self-assessment of their current QL. Some participants expressed to have a good QL in despite of their health problems and systemic conditions (Table 3 : 3d, 3e).
Individuals perceived QL as fair or poor for reasons related with mobility problems due to additional health problems, or associated with having symptoms that go beyond Xerostomia and represent signs of pain. Moreover, the fact of being poly medicated for various diseases is an aspect influencing poor QL (Table 3: 3f, 3g) Similarly, interviewees expressed different valuations of their own health situation. One group called themselves as patients with good health thanks to their ability to assimilate and learn to with the disease. Individuals who perceived their general health as fair do so because of some limitation presented by their illness, in case of mobility or when they have lost the sense of smell. Lastly, respondents expressed overall health as poor when several underlying diseases such as congenital disorders or syndromes affected them or when they have other untreated symptoms such as manifestations of ear dryness (Table 3 : 3h, 3i, 3j).
In relation to oral health (OH), the respondents' discourses have linked oral status to the oral hygiene and oral health care they had, and the response to the body to such care. Interviewees rated their OH as good when they Vol. 8, No. 11; gave comprehensive care to the mouth. A regular self-perceived OH caused by the lack of moisture in the mouth. In some cases, patients need to use lubricants which are not tolerated by all due to its viscosity. Another reason to consider a fair OH is the feeling of deterioration of oral structures despite their dental hygiene. Finally, some interviewees considered poor OH when their condition represented teeth loss, frequent occurrence of dental cavities, calculus and periodontal disease, as well as the inability to speak due to Xerostomia (Table 3 : 3k, 3l, 3m, 3n).
Social Support and Relationships
Interviewees expressed to receive great support from their families, allowing them to face their disease and its consequences in the most appropriate manner (Table 3 : 4a, 4b, 4c).
In respect to institutional social support most individuals have received it from foundations or institutions where they have been treated. They have participated as volunteers in research focused on dry mouth. These institutions have provided them with medicines. They have received lectures about their condition, which have been very important to respondents because it allows them to have more knowledge about their situation and how to get an acceptable OH (Table 3 : 4d).
Regarding interpersonal relationships with friends or people with the same condition, respondents expressed to know these support groups, and highlighted the importance of sharing their experiences about the disease within these groups so they can make comparisons in terms of similarities and differences between them. Nevertheless, other responses of interviewees had in common not belonging to support groups because of the emotional burden when they know about the health of others and they could eventually be reflected on them (Table 3 : 4e).
Social Practices That Contribute to Overcome Dry Mouth
The treatment for different patients with Sjögren syndrome or Xerostomia is mainly focused on mitigating the symptoms with local palliative measures. In other cases, there are medications directed to the systemic condition of the disease or autoimmune symptoms. The treatment is not completely effective and scientifically well known as curative. Nevertheless, individuals have developed strategies allowing them to keep the mouth moist in order to perform properly and comfortably in their everyday life (Table 3 : 5a, 5b, 5c, 5d).
It is interesting to recognize participants who have decided to approach the Xerostomia from an alternative point a view. Individuals expressed the use of measures that are not specific for this condition but that helped with their personal problems and to overcome the major symptoms of the disease (Table 3 : 5e, 5f). 
) "In general… quality of life is bad, bad. On the one hand this disease has many dry parts so I get many infections in my mouth as well as my skin, and pain is constant. In the mouth one gets cavities and has problems in the nerves. It is a painful disease that makes things come up at different times." [I-15] g) "Very worn down, highly medicated and I hope one day I can stop the medicines and have a better quality of life." [I-16] h) "Well, I kind of brainwashed myself if I have a disease I am not going to be defined by it. I do what I have to also because I suffer from rheumatism and Sjögren syndrome" [I-4] i) "Not too good" … "the dryness is tough. I feel it in my nose. I have lost about 80% of smell…" [I-3] j) "What can I say… it is not good not bad. Thank God I can walk, even if it hurts, I have many limitations to stand and everything, so… not good." [I-11] k) "No, my oral health has not been compromised because of the severe care I give my mouth" [I-2] l) "It's been a constant vigilance of my mouth so I try to go every six months to the dentist even if there aren't any other problems" [I-4] m) "Fairly" "Because I am always coming to the dentist and he is always saying that it needs better care, it is very worn down… I floss, brush and everything and I don't know" [I-13]
n) "Bad. At any moment and when I least expect it Bum, a tooth out. Since I take so much calcium, there are stones. Every so often they have to take a tooth out or anything." [I-6] 
Social support and relationships a) "…because I have a family who supports me greatly and quality of life is within you and in the family…"[E5]
b) "Everyone is making sure that I bring water." [I-7] c) "…I reply completely on my husband… with my husband who is terrific" [ I-6] 
Discussion
The results of this study unveil perceptions of quality of life, general and oral health and its determinants in patients with Xerostomia, highlighting elements related to the social and economic context that impact on health conditions and the welfare of these people. Social support and social practices contribute to overcoming dry mouth. To the best of our knowledge, this is one of the few studies analyzing the research question from a qualitative perspective.
Although most studies of oral health related quality of life related focus on a quantitative approach, to know deeply the perceptions and opinions of the patients from a qualitative point to view is a priority to understand them. Main findings justify the necessity for health workers and students to comprehend the feelings and the expectations of patients suffering from Xerostomia, in order to provide the means necessary to face the disease in a better way. According to Bascones et al., dry mouth consequences are not limited only to physical signs and symptoms. An important part of people´s daily life is affected since the disease produces insomnia, irritability, depression and these aspects influence the sociability of people suffering Xerostomia (Bascones et al., 2007) . Social support provided by health professionals, NGOs and other organizations is very crucial to help people feel more secure, confident and valued in their social circles (family, friends, neighbors, etc.), with the aim of strengthening their life project.
One important result of this study is related to the fact that interviewed people say they have knowledge about the disease. It should be noted that knowledge of patients is linked to the relationship health team/patient/family. The acquisition of such knowledge is mediated by factors such as objectivity, systemic conception, historicism and transformative social practice, as well as the existing empathy among members of that relationship (González Menéndez, 2006) . Nevertheless, when the research team asked the participants about oral health, some of them expressed ignorance of their status and this situation suggest a possible failure in counseling by health personnel or barriers to accessing general and oral health services, as related by patients (Hernández Bello & Vega Romero, 2001) . To improve access to the health system would mean access to the knowledge that the professional has on Xerostomia.
barriers and facilitators to access health services in the context of the Social Security System in Colombia (Hernández Bello & Vega Romero, 2001) . It is pointed out that those who were satisfied with the service provided, were those who had the privilege of care, since they enjoyed a differentiated coverage of services in health, in contrast to the rest of the subjects. This situation indicates inequality and exclusion and is mentioned in the literature as "inverse care law", meaning that those with the greatest need of health care use the health services less, and less effectively, than do those with least need (Hart, 1971) . Specifically, the barriers to the oral health care in people suffering Xerostomia is an example of this in the health system in Colombia, as evidenced by Molina in a qualitative study (Molina & Ramírez, 2013) , where main findings emphasize that health care is based on a renter management, which controls the demand for services, through administrative, geographic and economic barriers. Such strategies end up affecting the quality of health care.
Closely related to the above as manifested by patients is access to medicines. This research confirm the findings of Reveiz et al. (Reveiz et al., 2013) , in a systematic review about right-to-health litigation in three Latin American countries. In this research was founded that the percentage of lawsuits related to access to medicines ranged between 11.9% and 35.4%. Although the comprehensive and systematic attention is written as a Fundamental Right to Health, there exits continuous tensions with private insurance, and the patient become unprotected, preventing against quality health care hence affecting the dignity of the patient (Gañan, 2014 Participants intuitively related QL to health, as well as with absence of disease and pain, to the ability to work and to the contribution that each one can make from their labor to society, in conditions of normality.
Subsequently, participants give value to QL in three categories such as good, fair or poor. In the first case, this classification is based on the fact that old age could bring health problems and they see their condition as normal. In other cases, people referred movement and displacement problems, presence of pain and polypharmacy. All this was reported in the majority of cases in relation to chronic diseases and also with the dimensions analyzed in different studies that investigate the perceived QL in adult patients (Ramírez, 2007) .
One of the most relevant categories for study participants was the social support, which is considered as a multidimensional concept and it is referred to resources, aid or benefits that are provided to individuals (Castro, Campero, & Hernández, 1997) . Respondents perceived the support offered at a formal level from different institutions, organizations or support groups, as well as those arising from social relationships with family, friends and community. These resources of the environment promote social relations, and the adaptation and well-being of the individual for a better development in the social context. Social support constitutes a key element for improving the QL, and is expressed as feelings of personal comfort, satisfaction and good mood against the signs and symptoms of Xerostomia. These findings are consistent with previous studies where less isolated individuals, and those with better relations with the social environment, may have a better physical and mental health (Cohen, 2004; Matud, Carballeira, López, Marrero, & Ibáñez, 2002) . Furthermore, some gender differences could be observed. Since stereotype of women implies warmth, expressiveness, and comfort with intimacy, they are more willing to acknowledge the difficulties and seek help from others (Matud et al., 2002; Vaux, 1985) , whereas male, are more related with autonomy, self-confidence and independence. It is important to emphasize that 21 of participants were female.
It should be made clear which are the strengths of this study. Qualitative research enables the recognition of opinions and perceptions about the phenomena that affect the oral health status and quality of life of the population suffering Xerostomia, transcending restrictive biomedical views of health and disease. The conceptual framework and the main categories from the participants' discourses found in this study were validated with the target population through the focus group. At the same time social return of main findings was possible through educational strategies. However, in interpreting the results, it is important to take the study's limitations into account. Information for this research was obtained mainly from women and only one man could be interviewed, due to difficulties in the field to access them. However, according to epidemiological data, Xerostomia affect mainly females hence, it is expected that additional and the main points of view were collected.
